Background: Polyarticular involvement, wrist and ankle arthritis are uncommon presentation of skeletal tuberculosis. Tuberculosis of the breast is also extremely rare.
Background
Today, tuberculosis (TB) remains as a major public health problem in the world. According to the World Health Organization, 10 million new cases of active TB occur each year worldwide [1] . HIV infection, chronic diseases, malignancy, transplantation and other immunosuppressive conditions, aging, and resistant strains lead to increase of TB patients [2, 3] . In these groups, tuberculosis may present atypically and sometimes with predominant extrapulmonary manifestations that result in delays in diagnosis and treatment [1] .
In the past decade, there has been a significant rise in the prevalence of tuberculosis as well as an increase in the extrapulmonary and osteoarticular manifestations worldwide [4] . Osteoarticular infection makes up about 1-5% of the cases, and 7-15% of the extrapulmonary cases. In about 50% of these cases pulmonary involvement can't be detected [5] . TB arthritis is a repeatedly missed diagnosis mostly in different clinical patterns when diagnosis is delayed.
Here, we are presenting an unusual multifocal extrapulmonary TB case.
Case Presentation
A 40 years old female patient was admitted with chronic arthritis. Her complaints have begun with swelling and pain on left wrist, eight years ago. At the peak stage of her complaints, restriction of motion developed and white coloured pus drained from volar site of the left hand. She had swelling and pain at her left ankle a year ago. Six months ago her left ankle was twisted. As a consequence, she had difficulty in walking. She did not define fever. She had night sweats during the last 4 months. Additionally, she detected a mass at her left breast 3 moths ago. In physical examination, 3 × 3 cm sized mobile and painless mass was detected at the left breast. Left wrist motions were restricted and painful; two scar lesions were present at volar site probably due to the previous drainage that took place in the history. Left ankle was swollen and painful. Through the follow up, she had night sweats but did not have any fever. Laboratory examination results were: ESR was 70 mm/h, WBC 6700/mm 3 , Hb 12.2 g/dl, platelet 231000/mm 3 , CRP 48 mg/dl (normal range <5). The outcome of biochemical tests and urine analysis were normal. Chest x-ray was normal. PPD (5 Todd unit) was performed and 35 mm of induration was measured. Left wrist x-ray showed bone destruction at distal ulna, radiocarpal and intercarpal bones (Figure 1 ). Periarticular osteoporosis was seen at left ankle x-ray. Magnetic resonance imaging (MRI) demonstrated effusion and contrast enhancement at tibiotalocalcaneal joint and osteomyelitis at talus and calcaneus (Figure 2 ). Mammography and ultrasonography showed a mass consisted of solid and a cystic component, which was measured to be 30,6 × 22,9 mm in diameter. Synovial biopsy from left ankle and excisional biopsy from left breast were performed. Histopathological examination revealed caseous and granulamatous infection compatible with TB. These samples were cultured in Löwenstein-Jensen culture media and growth was observed at the 4 th week. The isolated strains were sent to the national reference laboratory (Refik Saydam Hifzissihha Laboratory, Ankara, Turkey) for confirmation and susceptibility test, and both of them were defined as Mycobacterium tuberculosis. It was reported susceptible to rifampin (RMP), isoniazid (INH), ethambutol (EMB) and streptomycin (STM). INH (300 mg/d), RMP (600 mg/d), PZA (3 gr/d) and STM (1 gr/d) were given for treatment. At the 4 th week the patient was improved and discharged. After two months, the therapy was continued with INH and RMP up to 9 months. After the cessation of therapy, in one year follow up the patient did not have any evidence of recurrence.
Figure 1 Multiple bone destructions at left wrist

Discussion
Clinical patterns of skeletal TB include spondylitis, osteomyelitis, peripheral joint infection, and soft tissue abscess. Spine is the most common site skeletal involvement accounting for 50-60 % of cases [4, 6] . Joint involvement is second in frequency and may be secondary to direct invasion from an adjacent focus of TB osteomyelitis or even may result from haematogenous dissemination. The dis-
Figure 2
MR imaging of left ankle. Effusion and arthritis at tibiotalocalcaneal joint, and osteomyelitis at talus and calcaneus ease is typically monoarticular (90%) and primarily involves the large weight-bearing joints such as hip and knee [1] . Any joint can be affected, however ankle and wrist involvement is uncommon. Osteoarticular TB of wrist accounts for < 1% [7] [8] [9] . In Garrido's study, which was consisted of 52 patients, monoarticular involvement was seen in 47 patients, whereas 2 joint involvements were seen in 5 patients [2] . TB arthritis is a chronic process, slowly progressive and often without systemic symptoms. Delay in diagnosis and history of trauma is common [10] . TB arthritis is diagnosed with histopathological examination and culture of the synovial fluid and tissue. Culture positivity rate was 80% for synovial fluid and 90% for synovial tissue [9] . In our case, ankle, wrist and breast involvement, which are extremely rare as extrapulmonary manifestation, were seen and Mycobacterium tuberculosis has been isolated from both synovial tissue and breast biopsy specimen.
Tuberculosis of the breast is extremely rare and occurs in young, multiparous lactating women [11] . Its incidence in western countries is less than 0.1% of breast lesions examined histologically and 3% to 4.4% of all breast diseases treated in the developing world, where TB is endemic [12] .
Extrapulmonary TB is treated like pulmonary TB. A 6-month or 9-month regimen is thought to be adequate although there aren't any controlled trials [13] . First 2 months of therapy is consisted of INH, RMP, PZA and STM or EMB. After 2 months INH and RMP is given up to 6 or 9 months [14] . In osteoarticular TB, treatment should be at least 9 months and also duration of treatment should be longer in immunosuppressive patients [15] . Our case was treated with four drugs, at first 2 months and continued with RMP +INH up to 9 months. Complete cure was obtained at the end of therapy. During the treatment of TB arthritis of lower extremity, joints should be protected against weight bearing but should not to be immobilized. Surgical interventions are performed only in severe joint deformation after adequate chemotherapy [1] . Treatment of TB mastitis is best achieved by conservative surgery supported with anti-tuberculosis drugs. The minimum of surgical intervention (incision or excision biopsy) is essential [12] . In our case, synovial biopsy and excision of the mass at the breast was done for diagnosis.
TB can affect virtually any organ system in the body and can be devastating if left untreated. Uncommon sites and ability to mimic other diseases clinically and radiographically leads to diagnostic and therapeutic delays. A high level of suspicion is required especially in high-risk populations and endemic areas.
